Abstract: After the introduction of histrionic personality disorder (HPD), nosologists struggled to reduce its overlap with borderline personality disorder and other PDs. We studied the coherence of HPD in adults and adolescents as part of 2 larger studies. Clinicians described a random patient with personality pathology using rigorous psychometrics, including the SWAP-II (a Q-sort that captures personality and its pathology in adults) in study 1 and the SWAP-II-A (the adolescent version) in study 2. Using DSM-IV-based measures, we identified patients who met HPD criteria with varying degrees of diagnostic confidence. Central tendencies in the SWAP-II and SWAP-II-A profiles revealed that both the most descriptive and most distinctive features of the patients included some features of HPD but also many features of borderline personality disorder. Q-factor analyses of the SWAP data yielded 3 types of patients in each of the 2 samples. The HPD diagnosis may not be sufficiently coherent or valid.
T he modest amount of research on histrionic personality disorder (HPD) suggests the presence of a persisting difficulty in differentiating HPD from other personality disorders (PDs) (Blagov et al., 2007b) . We conducted 2 studies (1 in adults and 1 in adolescents) in an attempt to (a) refine empirically the criteria that describe HPD; and (b) examine the coherence of the construct by identifying empirical clusters or subtypes of patients with HPD.
HISTORY OF DIAGNOSTIC CONFUSION
Research on personality pathology benefited from the operationalization of PDs since the Diagnostic and Statistical Manual of Mental Disorders, 3rd edition (DSM-III; American Psychiatric Association, 1980) introduced axis II and explicit diagnostic criteria (Spitzer et al., 1980) and its revised version (DSM-III-R; American Psychiatric Association, 1987) applied polythetic criteria to all PDs (Widiger et al., 1988) . The current version of the manual (DSM-IV-TR; American Psychiatric Association, 2000) continues to define PDs as discrete categories with polythetic criteria. However, research has revealed covariation among the disorders that is so substantial that it most likely represents inadequate psychometrics of the diagnostic criteria or the diagnoses (Lilienfeld et al., 1994; Nathan, 1998) . Theorists have argued that the covariation among PDs is inflated by the reliance of the DSM on categories to capture dimensional personality phenomena (e.g., Widiger, 1993) , by its use of arbitrary cut-offs, and by the expert committee approach to writing criteria sets (and then testing them in the field) instead of selecting criteria empirically from the start (Frances, 1980; Skodol et al., 2002; Westen and Shedler, 2000) . HPD, in particular, has the notoriety of a "committee-based concoction" (Hyman, 2002) and a history of repeated efforts by the DSMs' Advisory Boards to rewrite the diagnosis to make it fit the DSM vision of a severe condition that is distinct from other PDs.
DSM-IV-TR (American Psychiatric Association, 2000) defines HPD as a pervasive pattern of excessive emotionality and attention seeking. It evolved out of the notion of hysterical personality and shares its history of diagnostic confusion (Alam and Merskey, 1992; Chodoff, 1974; Pollak, 1981) . In DSM-III (American Psychiatric Association, 1980) , HPD was introduced to allay concerns over gender bias and to underscore its divergence from conversion and somatization (Spitzer et al., 1980) . Some DSM-III criteria were deleted from DSM-III-R (i.e., excitement craving; angry outburst; and manipulative parasuicidality; American Psychiatric Association, 1987) to reduce diagnostic overlap with other conditions, particularly borderline personality disorder (BPD). DSM-III-R reintroduced inappropriate seductiveness and impressionistic speech, whereas DSM-IV (American Psychiatric Association, 1994) dropped 2 criteria (low frustration tolerance and constant demands for reassurance or praise) that did not contribute internal consistency to HPD (Pfohl, 1991) .
Individuals who receive HPD diagnoses commonly also receive borderline, antisocial, narcissistic, or dependent PD diagnoses, and it may be difficult to judge whether the issue at stake is poor discriminant validity, comorbidity, or co-occurrence (Lilienfeld et al., 1994) . This is especially true of HPD, because of the limited amount of research and the variability and inconsistency in the use of assessment methods and diagnostic criteria. In studies from 1983 to 1990, HPD was the PD most frequently associated with BPD (Grueniech, 1992) . In studies of emotional regulation and identity disturbance (Westen and Heim, 2003; WilkinsonRyan and Westen, 2000) , a histrionic personality subtype of BPD emerged. Criterion discrimination between HPD and narcissistic personality disorder (NPD) may be poor in the DSM-IV (Blais and Norman, 1997) . Associations between HPD and the constructs of Antisocial PD and psychopathy further complicate the picture (Cale and Lilienfeld, 2002; Hamburger et al., 1996; Standage et al., 1984) . Concerns regarding sex bias in the diagnosis of HPD (e.g., Ford and Widiger, 1989) have also led to a long-standing debate regarding the future of HPD diagnostic criteria (Sprock, 2000; Widiger, 1998) . To make things worse, the DSM arbitrarily sets a high diagnostic threshold for HPD, whereas recent evidence suggests that a mild form of personality pathology similar to hysterical personality and most likely continuous with HPD on a scale of severity may merit clinical attention (Blagov, et al., 2007a) .
GOALS OF THE PRESENT STUDIES
Studies 1 and 2 had 2 goals: (a) to refine the HPD construct and diagnostic criteria in adults and adolescents; and (b) to identify empirical clusters or subtypes of HPD patients. We report data from 2 large NIMH-funded studies of patients from community samples as described by their treating clinicians using reliable measures.
The logic of the first goal is analogous to a field trial (testing of candidate criteria using a large multisite sample), except that field trials tend to test fewer criteria. We collected comprehensive personality descriptions using a standardized instrument consisting of 200 candidate diagnostic criteria. We aggregated the descriptions for patients with HPD to create composites reflecting the core features of the disorder. In large samples, aggregation cancels out idiosyncrasies of individual patients and clinicians (Horowitz et al., 1979) . Testing candidate criteria with experienced clinicians in naturalistic settings provides for ecological validity.
The present studies differ from previous research using this method in 3 ways (Shedler and Westen, 2004a; Westen and Shedler, 1999b; . First, instead of asking for a specified PD, which could introduce selection biases, we asked clinicians to follow a procedure designed to select a random patient in their care with any form of personality pathology. Second, to identify characteristics that define the disorder without assuming the optimality of current diagnostic criteria, we used 2 alternate methods for selecting patients with HPD from the larger sample: (a) we selected patients who met DSM-IV criteria for HPD on a symptom checklist; and (b) we asked clinicians to rate the extent to which the patient resembled each DSM-IV PD construct overall (using a 5-point scale) without presuming specific criteria.
Third, we captured not only the most descriptive features of HPD but also its most distinctive features. Emotional lability, for example, may be central to HPD but not specific to it. Thus, we generated composite personality descriptions of HPD in 2 ways: (a) by aggregating raw item scores across patients with HPD, thus producing a description of the average patient; (b) by aggregating descriptions after standardizing (Z-scoring) the items. Procedure (b) de-emphasizes items that describe most patients (e.g., dysphoria) and weighs more heavily those items that uniquely distinguish HPD patients. Thus, the descriptions of HPD based on raw data emphasize diagnostic sensitivity; those based on standardized data (Z-scores) emphasize specificity.
A second goal was to identify subtypes of HPD using Q-factor analysis as a step toward the future study of differential etiologies, prognoses, and outcomes within HPD. In those personality disorders that have received the most empirical attention (i.e. Borderline, Antisocial, and Schizotypal PDs and also psychopathy), research has suggested the presence of subtypes (based symptom presentation, trait structure, or developmental trajectory) with significant implications for etiology, prognosis, and treatment (Bradley et al., 2005; Conklin et al., 2006; Hicks et al., 2004; Leihener et al., 2003; Moffitt et al., 1996; Raine, 2006; Walker et al., 1999) . For e.g., Conklin et al. (2006) found internalizing, externalizing, and histrionic-impulsive subtypes of BPD based on patients' predominant styles of emotion regulation, whereas Bradley et al., (2005) reported high-functioning internalizing, depressive internalizing, angry externalizing, and histrionic personality subtypes in adolescent girls with BPD. In addition to underscoring the importance of studying the heterogeneity of the personality pathology of patients within a diagnostic category, these studies raise once again the question about the coherence versus heterogeneity of HPD. To our knowledge, previous research has not addressed subtypes in HPD.
Study 2 had the additional goal of examining the extent to which the HPD diagnosis captures the personality pathology of adolescents who receive it. A growing body of research has suggested that personality syndromes are recognizable in adolescence (Grilo et al., 1998; Ludolph et al., 1990; Moffitt et al., 1996; Westen et al., 1990; Wixom et al., 1993) . Axis II disorders in adolescence may have prevalence rates similar to those in adults, show some stability over time, and predict axis I and axis II conditions in young adulthood even with childhood axis I disorders held constant (Bernstein et al., 1996; Bernstein et al., 1993; Johnson et al., 1999; Kasen et al., 1999) . Adolescent HPD has received relatively little attention.
STUDY 1: THE HISTRIONIC DIAGNOSIS IN ADULTS Methods Participants
We contacted a probability sample of psychiatrists and psychologists with at least 5 years of experience from the American Psychiatric and Psychological Associations. Participating clinicians (N ϭ 1201) received $200 for a 2-hour procedure. We asked them to describe a current adult patient "who has enduring pattern of thoughts, feeling, motivation, or behavior-that is, personality problems-that cause distress or dysfunction." To broaden the range of personality pathology, we emphasized that patients need not have a PD diagnosis. They had to be at least 18 years of age, free of psychosis, and known well by the clinician (at least 6 clinical hours but less than 2 years of therapy, to minimize the effects of treatment on personality). To minimize selection biases, we directed clinicians to select the last patient they saw during the previous week who met study criteria. Over 95% of clinicians reported adhering to the procedures. Table 1 summarizes the demographic characteristics.
Measures
The Clinical Data Form asks for demographic data on the clinician (including theoretical orientation and years of experience) and the patient. Such data correlate highly (r ϭ 0.60 -0.80) with those obtained by interview (Westen and Muderrisoglu, 2003; Westen et al., 1997) .
The axis II checklist lists the axis II PD symptoms randomized. Clinicians rated each symptom as present or absent as in DSM-IV. We used these data to derive DSM-IV PD diagnoses without having to depend on clinicians' global judgment. Results from this method tend to mirror such structured interviews as the SCID-II (Blais and Norman, 1997; First et al., 1997; Morey, 1988; .
In the PD construct rating, clinicians rated on a 5-point scale the extent to which the patient was prototypical of each PD using as guides the 1-sentence DSM-IV summaries of the disorders (e.g., "the essential feature of HPD is pervasive and excessive emotionality and attention-seeking behavior," American Psychiatric Association, 2000). Ratings of 3 corresponded to "features" of the disorder, and ratings of 4 and 5 corresponded to "caseness." Thus, we could identify patients whom clinicians would consider "having" HPD, without consulting DSM-IV cut-offs. Shedler, 1999a, 2000; 2007) is the revised SWAP-200, a Q-sort for assessing personality and its pathology. An experienced clinician rank-orders 200 statements into categories (piles) from nondescriptive (0) to highly descriptive (7) of the patient with intermediate piles implying varying degrees of relevance. Clinicians sort the items in a fixed distribution based on data from a clinical interview or psychotherapy with the patient. It resembles the right half of a normal distribution, 100 items in pile 0 and progressively fewer items in each higher category. Thus, the SWAP-II yields a 0 to 7 score for each of 200 items derived from such sources as DSM-III-R and DSM-IV axis II criteria, clinical and empirical literature on personality pathology, research on normal traits and psychological health, and pilot interviews. The item set was developed over several years using standard psychometric methods such as asking hundreds of experienced clinicians to use it over several iterations and to comment on anything important about the patient's personality they could not describe with the item set, eliminating empirically redundant items, eliminating or rewriting items with minimal variance, and so forth. Research supports the reliability and validity of the SWAP-II and its adolescent version (Westen and Shedler, 2007) .
Statistical Procedures and Analyses
To identify patients with HPD, we applied DSM-IV algorithms to the axis II checklist and used them along with the PD construct rating to avoid relying on less reliable global decisions regarding the presence of the disorder. Research suggests that DSM-III-R and DSM-IV algorithms may yield undesirably high patterns of comorbidity on axis II, whereas prototype matching may offer a reliable alternative . Therefore, we examined a subsample based on the DSM-IV algorithms, and we also examined a subsample identified by requiring a high rating (caseness) on the PD construct rating.
Descriptive and distinctive characteristics: to create prototypes or composite profiles of HPD patients, independent of the diagnostic measures, we calculated mean rankings first for the raw SWAP-II item rankings and then for their Z-scores (standardized across the overall clinical sample). By taking the items with the highest mean ranks, we were able to construct prototypes for HPD that consisted of items that were most descriptive of HPD patients regardless of the extent to which the items were descriptive of patients without HPD. By taking the items with the highest mean Z-scores, we were able to construct prototypes that were most distinctive of HPD, as they tended to be unique to the patients in the HPD sample relative to the overall sample. In each case, we focused on the top 18 items or correlations, because the fixed distribution of the SWAP-II allows 18 items to receive the highest ranks of 7 or 6 that correspond to great confidence that the items describe the patient well.
Empirical derivation of disorder subtypes with exploratory Q-factor analysisQ-analysis is a set of procedures for identifying naturally occurring groups such as people who share personality features (Block, 1978; Block et al., 1991; Colvin et al., 1995; John and Robins, 1994; Shedler and Block, 1990) or personality pathology (Westen and Shedler, 1999b) . Q-analysis with the SWAP-II follows factor-analytic convention familiar from trait research, but instead of correlating items across patients it correlates patients across items. In other words, it intercorrelates SWAP-II profiles to extract groups of patients who resemble one another and differ from others in the sample. To determine how many Q-factors to extract, an initial extraction is performed and only components with eigenvalues of 1 or higher are retained (Keiser criteria). Examination of the scree plot and percent of variance accounted for then determines the number of factors to extract. These factors can be rotated to create orthogonal or oblique solutions. SWAP-II items with the highest loadings on a factor can be used to write a prototype that describes that group of patients. To maximize the accuracy of estimation in a relatively small sample, we used an unweighted least squares (ULS) extraction. The Promax rotation is an oblique rotation appropriate when factors are intercorrelated, and it is more likely to reflect the realities of personality than an orthogonal rotation. We used a Promax rotation with ϭ 2 to balance the need for ecological validity with the taxonomic need for obtaining relatively independent Q-factors.
RESULTS

Composite SWAP-II Profiles of HPD
Based on DSM-IV algorithms applied to the axis II checklist, 132 patients met HPD criteria. On the PD construct rating, 54 patients received ratings of caseness. Of the patients who met DSM-IV criteria on the checklist, only 33 also received a rating of 4 or 5 on the construct rating, whereas 93 received ratings of 3 (features) or higher. We examined the SWAP-II profiles of the patients from the first 2 groupings for descriptive and distinctive characteristics (Table 2 ). Table 2 shows the SWAP-II items with 18 highest mean scores (ranks from 1 to 30 are boldface) for the sample based on the axis II checklist (N ϭ 132). SWAP-II items corresponding to 4 out of the 8 DSM-IV criteria for HPD (criteria 2, 4, 5, and 7) did not make this list. Instead, the patients seemed to have a mixture of features linked to BPD and HPD (emotional dysregulation, rejection sensitivity, etc.). For the sample based on the PD construct rating (N ϭ 54, Table 2 ), the SWAP-II items with highest means similarly described emotional dysregulation and conceptually resembled BPD much more closely than they did HPD. In fact, 4 out of 8 DSM-IV criteria for HPD (criteria 2, 4, 5, and 7) were not represented among the 18 top-ranking items. Thus, clinicians did not see many of DSM-IV's HPD criteria as central when describing patients with HPD. On an average, patients with HPD tended to present as anxious, depressed, emotionally labile, dependent, dramatic, and demanding of attention. 10 Believes that some important other has a special, seemingly magical ability to know his/her innermost thoughts or feelings (e.g. imagines rapport is so perfect that ordinary communication is superfluous). Relative to the overall sample, these patients were characterized by features of HPD and NPD, and also by impulsive, thrill seeking, and manipulative features linked to psychopathy. Three DSM-IV HPD symptoms (5, 6, and 7) were not represented. Six SWAP-II items that corresponded to DSM-IV HPD symptoms (criteria 1 through 6) emerged as having the highest mean Z-scores in the sample based on the PD construct rating (N ϭ 54). They were followed by a number of items that describe features linked to BPD. The DSM-IV criteria for HPD numbered 7 and 8 were missing among the 30 top-ranking items from in this list. Suggestibility, currently a DSM-IV symptom criterion for HPD (criteria 7) was neither descriptive nor distinctive. Many of the current DSM symptoms (criteria 2, 4, 5, and 8) may be distinctive of HPD without being highly descriptive of it. Thus, patients for whom inappropriate sexualization, the use of physical appearance to draw attention, impressionistic thought, and exaggeration of the intimacy of relationships are central personality features are likely to have HPD. However, these characteristics are not the most central ones for most HPD patients. Other highly descriptive items had little in common with the DSM-IV definition of HPD and instead tapped into anxiety, depression, and such features of borderline personality as rejection sensitivity, idealization/devaluation, and feelings of emptiness. On the other hand, SWAP-II items corresponding to 3 DSM-IV symptoms (attention craving, rapidly shifting emotions, and dramatic emotional expression) emerged as both descriptive and distinctive of HPD. Thus, they are features shared by most HPD patients and they also distinguish these individuals from other patients. However, the descriptive and distinctive characteristics of HPD also included personality characteristics that are highly descriptive of BPD (American Psychiatric Association, 2000; Conklin and Westen, 2005) .
Most Descriptive Characteristics
Most Distinctive Characteristics
Q-Factor Analysis
We examined a subsample based on the axis II checklist diagnosis of HPD and a rating of 3 or higher for HPD on the PD construct task (Table 1 for demographic characteristics). We subjected the SWAP-II profiles of these patients to principal components analysis. An examination of the scree plot pointed to a 4 Q-factor solution. We conducted an ULS extraction of 4 factors with a Promax rotation ( ϭ 2). The 4 Q-factors (patient groupings) were interpretable. In Q-factor analysis, participants receive factor loadings and items receive factor scores. Examining factor loadings greater than .30 allowed us to classify 81 of 93 patients into one of the 4 groups. Table 3 lists the 18 SWAP-II items with highest factor scores for each of the HPD subtypes.
The first group (N ϭ 29) could best be described as impulsive borderline personality. Only 2 of the SWAP-II items that best described this subtype corresponded to DSM-IV criteria for HPD (rapidly shifting emotions and excessive emotionality) We labeled the second group (N ϭ 21) angry/hostile borderline personality as it resembled features seen in angry patients with BPD or acute irritable hypomania. The description for this subtype contained only one SWAP-II item that corresponded to a DSM-IV symptom of HPD (excessive emotionality). The third group (N ϭ 17) was markedly different, as its SWAP-II profile contained 5 HPD symptoms (all but rapidly shifting/shallow emotions and the 2 cognitive symptoms: impressionistic speech and suggestibility) and items tapping into psychological health, positive emotionality, and narcissism. Because of the apparent high functioning of these patients, we labeled the group hysterical personality to distinguish it from HPD. Finally, the 14 patients in the fourth group, dependent personality, had a resemblance to dependent PD (DPD) with only 1 DSM-IV HPD symptom appearing in the SWAP-II description (suggestibility). Thus, consistent with data from the most distinctive characteristics approach, the data from Q-factor analysis suggest that HPD could not adequately capture the personalities of patients with a DSM-IV diagnosis of HPD.
STUDY 2: THE HISTRIONIC DIAGNOSIS IN ADOLESCENTS Methods Participants
We recruited psychiatrists and psychologists who treated adolescents via a practice network (as in study 1). Participating clinicians (N ϭ 950) provided data on the last patient they saw the week before who met study criteria and was in treatment for "enduring pattern of thoughts, feeling, motivation, or behavior-that is, personality problems-that cause distress or dysfunction." We instructed clinicians to disregard the applicability caveats in the DSM-IV regarding adolescent PD diagnoses. To obtain a broad range of personality pathology, we emphasized that patients must have personality problems but need not have a PD diagnosis. We asked clinicians to select a patient whose personality they knew well, using as limits at least 6 contact hours but no more than 2 years. The exclusion criteria were chronic psychosis and mental retardation. To maximize participation, we offered clinicians to respond on paper or over a secure website (psychsystems.net). As in previous research (e.g., Conklin et al., 2006) , we found no systematic differences between the 2 methods. We stratified the patient sample by age (13-18) and gender but not by any particular diagnosis. Clinicians received a $200 honorarium. Table 1 presents the sample characteristics.
Measures
The axis II checklist and PD construct ratings were identical to the ones we used in study 1. The other 2 measures were the age-appropriate analogs of the clinical data form and the SWAP-II. The clinical data form-adolescent version collects such additional information as residential arrangements (e.g., custody) and current school functioning. The SWAP-II-A resembles the SWAP-200 and SWAP-II in its development and psychometrics but differs in the wording of some items to reflect constructs related to personality disturbance and psychological health in adolescents. (1.76) Has an exaggerated sense of self-importance (e.g. feels special, superior, grand; believes she/he is the object of envy; tends to boast or brag). (1.70) Q-factor 2: Angry borderline personality Tends to have extreme reactions to perceived slights or criticism (e.g. may react with rage, humiliation, etc.). The Journal of Nervous and Mental Disease • Volume 196, Number 11, November 2008 Histrionic Personality Disorder istics independent of the diagnostic measures, and to derive empirically disorder subtypes, we applied the same procedures as in study 1.
RESULTS
Composite SWAP-II Profiles of HPD in Adolescents
Based on axis II checklist data, 102 patients met DSM-IV HPD criteria. On the PD construct rating, 51 patients received ratings of caseness (4 or 5). Of the patients who met DSM-IV criteria, 78 received construct ratings of 3 (features) or higher. As in study 1, we examined the SWAP-II-A profiles of the patients from the first 2 groupings for descriptive and distinctive characteristics, see Table 4 . Table 4 shows the SWAP-II-A items with 30 highest mean scores for the sample based on the DSM-IV algorithm (N ϭ 102). SWAP-II-A items corresponding to the cognitive DSM-IV symptoms of HPD (criterion 5, impressionistic speech, and 7, suggestibility) and the use of physical appearance criterion (4) did not make this list. As in study 1, the patients appeared to have a mixture of features linked to HPD and BPD, as well as isolated features linked to narcissism and psychopathy. For the sample based on the PD construct rating (N ϭ 51), the findings were quite similar. Thus, results from the most descriptive characteristics approach suggested that the cognitive DSM-IV criteria for HPD were not central to understanding adolescents with the HPD diagnosis. On an average, the personalities of adolescents with HPD could best be described as emotionally dysregulated, attention seeking, manipulative, impulsive, thrill seeking, rejection sensitive, and also angry and despondent.
Most Descriptive Characteristics
Most Distinctive Characteristics
Analogous to the display in study 1, Table 4 lists the SWAP-II-A items with highest mean Z-scores for the DSMbased (N ϭ 102) and the PD construct-based sample (N ϭ 51). Relative to the overall sample, these adolescents were characterized by features of HPD (less the cognitive symptoms) and NPD, and also by impulsivity, thrill seeking, and manipulativeness. Certain features of BPD present among the most descriptive characteristics did not rank highly among the most distinctive characteristics (e.g., dysregulation of anger or sadness, unstable self-image, fears of rejection, and difficulty self-soothing). Instead, a greater number of features related to narcissism and to exaggerated or maladaptive gender, romantic, and social role functioning emerged as most distinctive.
Q-Factor Analysis
We examined a subsample based on the axis II checklist diagnosis of HPD and a rating of 3 or higher for HPD on the PD construct task (Table 1 for demographic characteristics). We subjected the SWAP-II profiles of these patients to principal components analysis. An examination of the screen plot pointed to a 3 or a 4 Q-factor solution. We conducted an ULS extraction of 3 factors with a Promax rotation ( ϭ 2), because the 3 Q-factor solution (3 patient groupings) was most interpretable. In Q-factor analysis, participants receive factor loadings and items receive factor scores. Examining factor loadings greater than .30 allowed us to classify 78 of 93 patients (84%) into one of the 3 groups. Table 3 lists the 18 SWAP-II items with highest factor scores for each of the HPD subtypes.
The largest group (N ϭ 43) could best be described as borderline personality. Only 2 of the SWAP-II items that best described this subtype corresponded to DSM-IV criteria for HPD (rapidly shifting emotions and excessive emotionality). The second group (N ϭ 18) was markedly different, as its SWAP-II profile contained 5 HPD symptoms (all but rapidly shifting/shallow emotions and the 2 cognitive symptoms: impressionistic speech and suggestibility) and items tapping into psychological health, positive emotionality, and narcissism. Because of the apparent high functioning of these patients, we labeled the group hysterical personality to distinguish it from HPD. Finally, the 17 patients in the third group, dependent personality, had a resemblance to dependent PD (DPD) with only 1 DSM-IV HPD symptom appearing in the SWAP-II description (suggestibility). Thus, consistent with data from the most distinctive characteristics approach, the data from Q-factor analysis suggest that HPD could not adequately capture the personalities of patients with a DSM-IV diagnosis of HPD.
DISCUSSION
In each of 2 studies, we employed 2 methods of identifying community patients with DSM-IV HPD (axis II checklist and PD construct ratings) and 2 methods of creating aggregate descriptions of their personalities using a comprehensive instrument (the SWAP). Aggregated raw scores provided the most descriptive (diagnostically most sensitive) characteristics of the patients, whereas aggregated Z-scores provided the most distinctive (diagnostically most specific) features. In addition, we used Q-factor analysis to identify HPD subtypes among adults (study 1) and adolescents (study 2). Despite a long history of attempts by nosologists to disambiguate HPD from other PDs, our findings indicate that the personalities of patients who met criteria for HPD were not best described by all DSM-IV symptoms of HPD.
In study 1, several HPD criteria did not emerge as most descriptive of adults with HPD, suggesting that the sexualization and cognitive symptoms of the HPD diagnosis have low sensitivity. The average patient profile resembled a borderline personality with histrionic features. This finding is consistent with previous findings from our laboratory in several different patient samples in which the DSM-IV delineation of HPD and BPD did not match empirical reality (Shedler and Westen, 2004b) .
The most distinctive (or most sensitive) characteristics of adult HPD patients included features of HPD (except for impressionistic speech, self-dramatization, and suggestibility), NPD, and psychopathy. Thus, even when considering features that may not describe well all HPD patients but are relatively unique to them, we did not find strong support for the current DSM-IV definition of the disorder. The intercept between descriptive and distinctive features in Table 2 suggests that, on average, the features that were present in most patients and also distinguished them from those with other kinds of personality pathology were a mixture of histrionic (emotion seeking, excessive emotionality, sexualization, and premature intimacy) and borderline (emotional dysregulation, unstable relationships, externalization, manipulativeness, and significant deterioration of functioning under emotional activation) personality symptoms.
Subtyping the personalities of adult patients (using Q-factor analysis) revealed 1 high-functioning subtype that was consistent with the literature on hysterical personality (Blagov et al., 2007a; Slavney, 1978) as well as 2 subtypes that resembled closely BPD and DPD. Thus, the data suggest that patients who meet the DSM-IV criteria for HPD either (a) have hysterical personality features but their personality disturbance is not severe enough to fit the DSM notion of a PD or (b) represent variants of BPD or DPD with histrionic features. Our finding that a "pure" HPD case is likely to be a high-functioning individual is consistent with certain previous findings regarding HPD. For example, Baker et al. (1996) selected undergraduates who had elevations on an HPD scale but not on other PD scales and found that they reported coming from families with greater intellectual-cultural orientation than did controls.
The findings from study 2 similarly suggest that the personality pathology of adolescent patients selected to meet DSM-IV criteria for HPD was not, on average, best described by all DSM-IV HPD symptoms. The cognitive symptoms were not among the most descriptive and distinctive criteria. On average, the patients met many criteria for BPD, NPD, and psychopathy. Features that were both descriptive and distinctive for these patients were largely the same HPD and BPD symptoms as in study 1 with the addition of thrill seeking.
Q-factoring the profiles of adolescents with HPD revealed 3 personality subtypes: thrill-seeking/manipulative personality, angry borderline personality, and dependent borderline personality. We did not find the high-functioning hysterical personality that emerged in study 1, perhaps because adolescents tend to be referred to therapy by others, for whom the gregarious hysterical personality style in a teen may not pose a concern. We can speculate that adults with hysterical personalities sometimes refer themselves to therapy because of the kinds of life disappointments that are linked to subthreshold personality pathology. Conversely, we did not observe a psychopathic personality subtype in the adult sample, likely because individuals with such personalities likely do not seek treatment. An alternative explanation may be that adults who had the thrill-seeking/manipulative personality subtype of HPD as adolescents did not meet DSM-IV HPD criteria anymore (regardless of whether or not they have other PDs or psychopathy in adulthood).
In their influential reviews, Pollak (Pollak, 1981) and Pfohl (Pfohl, 1991) summarized research findings on HPD defined using pre-DSM-IV criteria and concluded that sufficient evidence had accrued for the disorder's validity. The findings they reviewed were based on operationalizations of HPD that are not fully consistent with the current definition and many of the findings have not been sufficiently replicated. For example, DSM-III (American Psychiatric Association, 1980) included criteria that were later removed because it was thought that they led to an overlap between HPD and BPD (e.g., craving for activity and excitement; irrational, angry outburst or tantrums; and proneness to manipulative suicidal attempts). Similarly, DSM-III-R (American Psychiatric Association, 1987) included 2 criteria that may overlap with DPD and BPD (constant demands for reassurance and praise; and self-centeredness and low frustration tolerance). Even with the removal of these criteria in DSM-IV and with the addition of certain criteria that emphasize histrionicity, a definition of HPD as separate from BPD and DPD at the high end of the severity continuum remains difficult to obtain empirically.
of personality pathology and the inclusion of several ways of measuring it. The nature of our samples might limit the generalizability of the findings to persons who do not seek treatment, to inpatients, or to special (e.g., geriatric or forensic) populations. Another limitation includes the fact that, even though all DSM-III-R and DSM-IV symptoms of HPD were included as items in the SWAP, in some cases the phrasing of the items different slightly from the DSM-IV symptoms.
The reliance on a single informant, the treating clinician, may present a limitation. We have addressed the rationale for using clinician report in detail elsewhere (Westen and Shedler, 2007; Westen and Weinberger, 2004) . In brief, it rests on the statistical aggregation of clinical observations, thus avoiding the pitfalls of holistic clinical decisions while benefiting in validity (from the observations of highly trained and clinically sophisticated informants) and reliability (from the actuarial advantages of statistical aggregation and prediction). The use of a single informant is a genuine limitation, as it raises questions about the possibility of biases in informant judgment. Concerns about respondent biases and reliability are not specific to clinicians as informants and apply equally to most studies in psychiatry, in which most or all data come from a single observer, the patient (whether obtained by interview or questionnaire). Thus far, we have not identified systematic biases when clinicians' responses are quantified using psychometric instruments (Shedler and Westen, 2004a) . A related concern is that clinicians' knowledge of the DSM or their theoretical views substantially biased their descriptions of the patient. To reduce such biases, we did not ask clinicians to describe patients with a particular disorder but rather asked them to describe a patient with "enduring maladaptive patterns of thought, feeling, motivation, or behavior." Furthermore, familiarity with the DSM would render the present findings conservative, biasing them away from divergences from DSM diagnostic criteria, whereas our findings question the DSM description of HPD. The emergence of disparate subgroups of HPD similarly suggests that clinicians were not producing descriptions of their patients based on the DSM. Furthermore, tests of the association of clinician's theoretical orientation (biological, psychodynamic, cognitive-behavioral, or eclectic) and the predominant HPD subtype in the adults ( 2 ϭ 8.67, df ϭ 9, p ϭ 0.468) and adolescents ( 2 ϭ 2.86, df ϭ 6, p ϭ 0.826) yielded nonsignificant results, suggesting that the heterogeneity among HPD patients that we observed did not covary with the clinicians' theoretical views of psychopathology.
CONCLUSIONS
In light of the present findings, along with the dearth of literature to suggest that a diagnosis of HPD in isolation from other PDs is linked to clinically significant impairment, distress, or adverse outcomes (Blagov et al., 2007b) , we question the DSM-IV classification of HPD as a severe and distinct PD. Instead, consistent with previous research, we find converging evidence for a hysterical personality style that may merit clinical attention on its own in certain highfunctioning patients, and we also find evidence for a histrionic subtype of the more severe borderline and dependent personality pathologies. This calls into memory a view of hysterical personality from the descriptive clinical literature (Kernberg, 1996; McWilliams, 1994) as one of several personality styles that may present at any level of personality dysfunction, from relatively healthy to relatively pathological depending on the extent of borderline pathology present. Future research should address the extent to which hysterical personality has any incremental validity in predicting adaptive functioning, subjective distress, objective life outcomes, or treatment outcome variables above and beyond other forms of personality pathology (particularly borderline personality). It should also examine the developmental trajectories of patients with pure hysterical personality in comparison to those whose histrionic features are linked to a subtype of more severe personality pathology (borderline, dependent, and putatively psychopathic).
The results are congruent with the position of researchers who question the way personality pathology is classified and diagnosed in the current DSM (e.g., Widiger, 1993) . Here and elsewhere (e.g., Blagov et al., 2007a; Westen et al., 2006) we have presented an alternative approach, namely the empirical derivation of diagnostic prototypes consisting of the most distinctive and descriptive characteristics of naturally occurring groupings of patients. Such prototypes make possible both categorical and dimensional diagnosis, minimize the artifactual co-occurrence among personality constellations, and allow clinicians or researchers to match patients' comprehensive personality descriptions to the prototypes quantitatively (Westen and Shedler, 2000) . We suspect that the empirically derived prototypes of hysterical personality presented here might outperform psychometrically the increasingly suspect HPD diagnosis in future research.
